Main results -Together 26% ofwomen and 23% of men had quit smoking. Five per cent in both groups were new smokers. Among men, 26% had quit using snuff and 5% had begun smoking. New snuff users among men were 5%. In the multivariate analysis, unmarried men kept smoking at significantly higher rates (OR 2.1; 95% CI 1.2,3.6), as did those men who smoked 11-20 cigarettes/day (OR 2.2; 95% CI 1.5, 3.4), or more than 20 cigaretteslday (OR 2.8; 95% CI 1.4,5.7). Among women, smoking 11-20 cigaretteslday was also a significant factor (OR 3.3; 95% CI 2.1,5.0). Men and women aged 25-44 were significantly more likely to continue smoking (OR = 2.1; 95% CI 1.1,3.7, and 2.2; 95% CI 1.2,4.4) as were those who had smoked for 20 years or more (OR 4.7; 95% CI 2.0,10.8 and OR 2.5; 95% CI 1.1,5.5, respectively). For women, low education (up to grade 9) was also a significant factor (OR = 2.5; 95% CI 1.2,5.1). Among men who had quit using snuff we did not find any values of significance. Conclusions -One in four smokers had quit during the 1980s and a few started smoking (5%/6). Some men quit smoking and started using snuff instead. For both sexes, the daily consumption ofcigarettes, years spent smoking, and age were the most important determinants of successful quitting. In men, being marriedl cohabiting was an important factor as was higher education in women. (J Epidemiol Community Health 1996;50:625-630) Since the 1 960s many scientific reports on smoking and health have been published.' In the 1980s knowledge about the association between passive smoking and disease increased.2
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(J Epidemiol Community Health 1996;50: [625] [626] [627] [628] [629] [630] Since the 1 960s many scientific reports on smoking and health have been published.' In the 1980s knowledge about the association between passive smoking and disease increased. 2 It has also been shown that other tobacco products such as smokeless tobacco have a harmful effect on health. 3 Increased knowledge of the adverse effects of tobacco on health has also resulted in a campaign against tobacco through health promotion and health education activities in western countries. There has been a decline in smoking prevalence in several western countries since the middle of the 1970s. 4 In this decline, differences in the cessation pattern in terms of factors such as gender, age, educational/socioeconomic group, and cigarette consumption have been noticed.58 In men, quitting has been achieved at a considerably faster rate than in adult women, but there are also gender differences in the factors that influence cessation.
Older 24  18  22  25-34  25  25  26  27  35-44  22  21  27  29  45-54  11  15  19  29  55-64  13  11  9  19  65-74  11  6  11  13  >75  8 There are no data on the exact year in which respondents stopped or started using tobacco; neither is information on relapses included in the data. In the 1980-81 survey, questions on snuff were only put to men. For smokers, the study is limited to daily smokers since questions directed to occasional smokers were not included in the 1980-81 survey. The analysis has mainly followed the WHO guidelines for tobacco surveys of the general population, and data on men and women have been presented separately. '9 The outcome is based on all individuals who smoked daily or used snuff in the panel study at the time of the first interview (1980-81). During the second interview (1988-89) these individuals were divided into two groups: (1) those who still smoked/used snuff and (2) those who had stopped smoking/using snuff. This provided the outcome variable and the dependent variable. Presumptive determinants of quitting were age, education, marital status, socioeconomic status, social network, and physical activity.
With regard to age, the study population was grouped into 10-year groups. Education was divided into three subgroups: low (0-9 years), medium (10-12 years), and high (13 years or more). Marital status was classified into four subgroups. The socioeconomic status categorisation followed the official Swedish socioeconomic classification, comprising eight categories.20 Physical activity was divided into two subgroups: low (none or irregular) and high (regular, once a week or more). Social network was based on an index of contact frequency,2' based on five frequency questions of personal interaction with neighbours, coworkers, parents, children (if there are children), and other friends/acquaintances. For each variable the 80th centile was determined. All individuals above this level were classified as having low contact frequency and were given the code 1, while those below 80 had a higher contact frequency and were given the code 0. After that a new variable was created by adding the five previous ones together (now consisting solely of zeros and ones), the result was a variable ranging from 0 (good social network) to 5 (poor social network). This process of centile estimation and 0/1 coding was then repeated. Now only one variable with two categories remained: low (individuals with a low level of social relations) and high (individuals with a high level ofsocial relations) as a measure of the social network of an individual. respectively). Among women, a daily consumption of 11-20 cigarettes (OR 3.3; 95% CI 2.1,5.0) was associated with a significantly higher probability of continuing to smoke when compared with those who smoked 1-10 cigarettes/day. For both sexes there were significantly higher probabilities of remaining a smoker in those who had smoked for at least 20 years or more (OR 4.7; 95% CI 2.0,10.8 and OR 2.5; 95% CI 1.1,5.5 for men and women respectively) when compared with those who had smoked for 0-6 years.
In a univariate analysis ofmen who used snuff (table 5) there were no significant differences between those who had quit and those who still used it. In a multivariate analysis there were too few cases (n= 139) among those who had quit to obtain statistically reliable values. Yet our analysis suggests that men with a higher level of education quit more than those with a lower or medium level of education.
Discussion
Several factors might have biased the result. Firstly, non-participation may affect their validity. The response rates for the living conditions surveys in Sweden during the 1980s have been between 77 and 87%. '8 In the panel which we studied, the response rate was 86%, which must be considered high for an interview study. Several studies show that those who "drop out" differ from study participants in terms of smoking habits, and that the rate of smoking is higher among non-responders, which may have influenced the results in this study.2425
The individual non-response to specific questions in the survey may also be due to bias, but this accounted for only a few per cent here.'8 The living conditions survey has also been tested regular to confirm the validity of the measurement techniques and ensure that the high quality of the studies is maintained. This is imperative in order to maintain comparability over a period of time. '8 Another source of bias can be found in the final model used for the multivariate analysis (table 4) . Not all participants had answered all of the questions included in the final model. The non-response rates were 30% for men and 26% for women when the results were compared with results from the univariate analysis (table 3) . A separate analysis was therefore undertaken to study effects of selection of participants included in the final model. Comparison of results from the univariate and the multivariate analyses showed overestimation of the OR for men in the age groups 16-24 and 25-44, as well as for years smoked in the 7-19 years and more than 20 years groups. A tendency to underestimate was noted in the socioeconomic groups. For women there was an underestimation of results in relation to education level and years smoked. An overestimation was found for daily cigarette consumption in the 11-20 cigarettes/day group.
Another kind of bias which may have influenced our results is that information about smoking and snuff status was not checked with a biochemical assay for tobacco in body tissues, eg cotinine determination in plasma, saliva, or urine. However, self reports have been found to be valid in population studies. 26 Interviewer administered questionnaires, which were used in our study, have yielded higher estimates of sensitivity and specificity for smoking status than self administered questionnaires. 27 A panel study with repeat interviews may cause bias, as the interest of the respondent may have been aroused during the first visit and be influenced by the questions posed. 28 However, neither the participants nor the interviewer knew that there would be further interviews. Of all the questions in this study, very few concerned tobacco habits. Another problem in interpreting the results of a panel study is maintaining complete control of all explanatory variables, as these may change with time. 28 In this study, this might be true for the following variables; education, marital status, socioeconomic group, social network, and physical exercise, as shown in tables 1 and 2.
For over two decades the adult population of the western world has increasingly been quitting tobacco This trend was substantiated by our study, in which one in four smokers had quit, while only 5% had taken up smoking. Other studies have shown that social network plays a significant role in successfully quitting smoking.2"3132 In our study no such relations were found in the multivariate analysis. One reason for this may be that the questions included in our social network index were based upon the person's contact frequency and not upon other factors such as social anchoring and social support.21323' If, however, marital status is also considered as a factor influencing social network and support, sex related differences are seen, with lower quitting rates for those who are male and unmarried (OR 2.1).
Are our results consistent with those from earlier studies in Sweden? Few panel studies have been carried out and published, but one study of a Swedish population sample aged 15-75 years interviewed in 1974 and 1981, showed that overall tobacco consumption was the most important variable in explaining the variance; which is in agreement with our study. The probability of smoking cessation increased by 40% if the subject smoked fewer than 10 cigarettes per day compared with those who smoked 10 or more cigarettes per day.34 Our study also showed that socioeconomic factors have only marginal effects on quitting smoking. We conclude that the factors which were important for quitting smoking in 1974-81 also apply to our study covering the period 1980-89.
Over the past two decades there has been a reduction in daily smoking in the western world.4 Several factors may have influenced this development -increased knowledge about the health hazards of tobacco use, better smoking cessation services through health care and occupational health centres, and the introduction of nicotine substitutes. 
